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the corridor was closed. |
{N 848} 1200-8-5-.08 (18) Building Standards {N 848} 2. All rooms requiring 213113
(18) It shall ba demonstrated through the pmtwf: or negative ‘
submission of plans and specifications 1hat in pressure were cheeked
each nursing home a negative air pressure shalt {0 cnswre compliance,
; be maintained in the soiled ulility area, toilet 3. A log will be created
| room, janitor ' s close, dishwashing and other and maintained and
such soiled sSpaces, _ancl a posiliva air pressure all rooms that re quire ;
shall be maintained in all clean areas including, . )
but not limited to, clean linen rooms and clean posiive or negative
utility rooms. pressure will be
checked on a regular
basis by Maintenance
This Rule is not met as evidenced by: 'l_‘)"'fwmr or .
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Obsarvatign of the laundry on F ebruary 13, 2013 :T;LI lul:;:::::-l\égztf[ on
& 10.20 a.m. confirmed the clean linen storage . : .
raom was at a strong negalive pressura refative keeping air venls in
to the corridor. proper working
This finding was verified and acknowlodged by position,
the Maintenance Supervisor during the exit 4. Random audits will be
conference on February 13, 2013. done by the
Maintenance Depl, to
cosure compliance,
Logs in inservice
records will be
submitted to the Safety
Committee and
presented (o the QA&A
Committee at the
regular Monthfy
meeting, Logs will be i
reviewed by QA&A X :
three months.
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